RESEARCH TEACHING GERIATRIC CONCEPTS IN INTERNAL MEDICINE RESIDENCY CONTINUITY CLINIC DID NOT AFFECT PRACTICE
To the Editor: The importance of geriatric education for primary care providers cannot be understated as healthcare systems attempt to improve primary care access to individuals aged 65 and older. Ambulatory geriatric curricula for internal medicine (IM) residents [1] [2] [3] [4] are successful in improving attitude and knowledge for the diagnosis and management of geriatric syndromes, but less is known about their effect on clinical practice. Our objective was to examine the effect of an ambulatory geriatrics curriculum 5 by comparing clinical practice patterns before and after the curriculum.
METHODS
A retrospective electronic health record (EHR) abstraction was performed to determine whether concepts and skills taught to the 188 IM the Mount Sinai Hospital residents who completed the competency-based ambulatory geriatric curriculum from 2005 to 2010 were incorporated into their clinical practice. The ambulatory geriatric curriculum 5 uses an outreach model that employs an unfolding case-based didactic that reviewed important learning objectives and specially developed decision support tools in the EHR for three geriatric syndromes (falls, dementia, urinary incontinence (UI)). After the didactic session, IM residents applied this new knowledge on assessment and management of geriatric syndromes to patient consultations from their IM continuity practice. Chart reviews recorded evidence of residents' ability to use the recommended evaluation tools taught, diagnose these three geriatric syndromes, and initiate appropriate treatment for these diagnoses for older adults who they saw 6 month before and after receiving this ambulatory curriculum. Evidence of incorporation was based on the use of diagnostic tools (Mini-Mental State Examination (MMSE), Geriatric Depression Scale (GDS), postvoid residual); rates of diagnoses of falls, dementia, and urinary incontinence; orders for medications (cholinesterase inhibitors, memantine, urinary antispasmodics), and consultations for physical therapy. The institutional review board at Icahn School of Medicine at Mount Sinai approved the education intervention study under exempt status.
Statistical Analysis
Rates of concept uptake before and after the curriculum were compared using chi-square statistics. Statistical analyses were performed using SAS version 9.1 (SAS Institute, Inc., Cary, NC).
RESULTS
The 188 second-year IM residents who participated in this mandatory 4-week geriatric ambulatory rotation from December 2005 through December 2010 saw 3,025 patients aged 65 and older during the 6 months before the curriculum and 4,037 patients 6 months after. Residents performed fewer screens, including the MMSE (4% vs 1%, P < .001) and GDS (1% vs 0%, P < .001), and made fewer diagnoses of dementia (17% vs 15%, P = .03), falls (17% vs 17% P = .30), and UI (20% vs 16%, P < .001) in the older adults they saw before they underwent the curriculum than after. Rates of management decisions about these geriatric syndromes remained unchanged or worse, as evidenced by rates of cholinesterase inhibitor (8% vs 7%, P = .07), memantine (17% vs 17%, P = .30), and urinary antispasmodic (10% vs 7%, P < .001) prescriptions and physical therapy referrals (55% vs 22%, P < .001) 5 ( Table 1) .
DISCUSSION
Despite residents' report of significant improvement in their knowledge of and self-efficacy in assessing and managing these three syndromes and likelihood to use all recommended screening tests in future practice, 5 the retrospective chart reviews for this 5-year prospective cohort revealed that fewer diagnoses, screens, and management decisions were made in the older adults seen 6 months after the curriculum, which suggests that there are barriers other than knowledge and attitude to poor clinical process uptake.
Barriers to clinical practice uptake may include factors from three perspectives: training, system, and culture. Many agree that behavior change requires residents to apply their skills to master them and to develop confidence and competence in addressing common geriatric ambulatory health issues. A major challenge encountered was in having sufficient patients referred for residents to apply the geriatric assessments taught. Insufficient cases were seen during the rotation (406 consultations on 290 patients during the 5 years). Other system factors such as insufficient time to complete evaluation in their regular continuity practice and IM preceptor discomfort with evaluating and managing these syndromes are likely contributors to poor clinical uptake. Finally, in a tertiary care center with much specialization, there may be a culture favoring referral rather than management by generalists.
Limitations of this study include the single-center design and small study population comprised only of IM residents, which may reduce generalizability.
CONCLUSION
This competency-based ambulatory curriculum improved knowledge of and attitudes toward diagnosis and management of geriatric syndromes, but clinical practice did not change substantially. Further research should focus on identifying barriers to clinical uptake and how to address them.
